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Appendix 1
Wisconsin Medicaid-Allowable CLIA Waiver Certificate Procedure Codes

The Wisconsin Medicaid-allowable Clinical Laboratory Improvement Amendment (CLIA) waiver certificate procedure
codes may change due to CLIA or Current Procedural Terminology code changes. Refer to the Centers for Medicare
and Medicaid Services (CMS), formerly known as HCFA, Web site at www.cms.hhs.gov/clia/ for more information.

Procedure
Code Modifier Procedure Description CLIA-Allowable Manufacturer of

Tests for Waived Procedures

80061 QW Lipid panel Cholestech

80101 QW Drug screen, qualitative; single drug class
method (eg, immunoassay, enzyme
assay), each drug class

Dynagen, Inc.; Pharmatech; Worldwide
Medical Corp.

81002 Urinalysis, by dip stick or tablet reagent for
bilirubin, glucose, hemoglobin, ketones,
leukocytes, nitrite, pH, protein, specific
gravity, urobilinogen, any number of these
constituents; non-automated, without
microscopy

various

81003 QW automated, without microscopy Bayer Corp.; Boehringer Mannheim
Corp.; Roche Diagnostics/Boehringer
Mannheim Corp.; Teco Diagnostics

81007 QW Urinalysis; bacteriuria screen, except by
culture or dipstick

Savyon/USA

81025 Urine pregnancy test, by visual color
comparison methods

various

82010 QW Acetone or other ketone bodies, serum;
quantitative

Abbott Laboratories, Inc.; Polymer
Technology Systems, Inc.

82044 QW Albumin; urine, microalbumin,
semiquantitative (eg, reagent strip assay)

Bayer Corp.; Boehringer Mannheim Corp;
Roche Diagnostics Corp.

82055 QW Alcohol (ethanol); any specimen except
breath

STC Technologies, Inc.; OraSure
Technologies, Inc.

82120 QW Amines, vaginal fluid, qualitative Litmus Concepts, Inc.

82270 Blood, occult, by peroxidase activity (eg,
guaiac), qualitative; feces, 1-3
simultaneous determinations

various

82273 QW other sources SmithKline Diagnostics, Inc.

82465 QW Cholesterol, serum or whole blood, total ActiMed Laboratories, Inc.; Boehringer
Mannheim Corp; Chemtrak; Cholestech;
Johnson & Johnson; Lifestream
Technologies; Polymer Technology
Systems, Inc.

82570 QW Creatinine; other source Bayer Corp.

82679 QW Estrone Unipath Limited
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Procedure
Code Modifier Procedure Description CLIA-Allowable Manufacturer of

Tests for Waived Procedures

82947 QW Glucose; quantitative, blood (except
reagent strip)

Cholestech; HemoCue

82950 QW post glucose dose (includes glucose) Cholestech; HemoCue

82951 QW tolerance test (GTT), three specimens
(includes glucose)

Cholestech; HemoCue

82952 QW tolerance test, each additional beyond
three specimens

Cholestech; HemoCue

82962 Glucose, blood by glucose monitoring
device(s) cleared by the FDA specifically
for home use

Abbott Laboratories, Inc.; LXN
Corporation; various

82985 QW Glycated protein LXN Corporation

83001 QW Gonadotropin; follicle stimulating hormone
(FSH)

Genua 1994, Inc.

83002 QW luteinizing hormone (LH) Unipath Limited

83026 Hemoglobin; by copper sulfate method,
non-automated

various

83036 QW Hemoglobin; glycated Bayer Corp.; Metrika, Inc.

83518 QW Immunoassay for analyte other than
infectious agent antibody or infectious
agent antigen, qualitative or
semiquantitative; single step method (eg,
reagent strip)

Bion Diagnostic Sciences, Inc.

83718 QW Lipoprotein, direct measurement; high
density cholesterol (HDL cholesterol)

Cholestech; Polymer Technology
Systems, Inc.

83986 QW pH, body fluid, except blood Various; Litmus Concepts, Inc.

84460 QW Transferase; alinine amino (ALT) (SGPT) Cholestech Corp.

84478 QW Triglycerides Cholestech; Polymer Technology
Systems, Inc.

84703 QW Gonadotropin, chorionic (hCG); qualitative Bayer Corp.

84830 Ovulation tests, by visual color comparison
methods for human luteinizing hormone

various

85013 Blood count; spun microhematocrit various

85014 QW other than spun hematocrit Wampole Laboratories

85018 QW hemoglobin GDS Technology, Inc.; HemoCue

Appendix 1
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Appendix 1
(Continued)

Procedure
Code Modifier Procedure Description CLIA-Allowable Manufacturer of

Tests for Waived Procedures

85610 QW Prothrombin time Avocet Medical, Inc.; Boehringer
Mannheim Corp.; International
Technidyne Corp.; Roche Diagnostics
Corp.; Roche Diagnostics/Boehringer
Mannheim Corp.

85651 Sedimentation rate, erythrocyte; non-
automated

various

86308 QW Heterophile antibodies; screening Applied Biotech, Inc.; Genzyme
Diagnostics; Princeton BioMeditech
Corp.; Quidel Corporation; Wampole
Laboratories; Wyntek Diagnostics, Inc.

86318 QW Immunoassay for infectious agent
antibody, qualitative or semiquantitative,
single step method (eg, reagent strip)

Abbott Laboratories; Applied Biotech,
Inc.; Cortecs Diagnostics Limited;
Princeton BioMeditech; Quidel Corp.;
Remel; SmithKline Diagnostics, Inc.;
Trinity BioTech

87077 QW Culture, bacterial; aerobic isolate,
additional methods required for definitive
identification, each isolate

Ballard Medical Products; Delta West Tri-
Med Specialties; Mycoscience Labs, Inc.;
Serim

87449 QW Infectious agent antigen detection by
enzyme immunoassay technique
qualitative or semiquantitative; multiple
step method, not otherwise specified, each
organism

Zymetx, Inc.

87880 QW Infectious agent detection by
immunoassay with direct optical
observation; Streptococcus, group A

Applied Biotech, Inc.; Binax; Genzyme
Diagnostics; Princeton BioMeditech;
Quidel Corp.; Wyntek Diagnostics, Inc.

87899 QW not otherwise specified Quidel Corp.
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Appendix 2
Wisconsin Medicaid-Allowable CLIA Provider-Performed

Microscopy Procedure Codes

The Wisconsin Medicaid-allowable Clinical Laboratory Improvement Amendment provider-performed microscopy
procedure codes may change. Refer to the Centers for Medicare and Medicaid Services (CMS), formerly known as HCFA,
Web site at www.cms.hhs.gov/clia for more information.

CPT  Codes

Procedure
Code Procedure Description

81000 Urinalysis; by dipstick or tablet reagent for bilirubin, glucose, hemoglobin,
ketones, leukocytes, nitrite, pH, protein, specific gravity, urobilinogen, any
number of these constituents; non-automated, with microscopy

81001 automated, with microscopy

81015 Urinalysis; microscopic only

81020 two or three glass test

89190 Nasal smear for eosinophils

HCPCS Codes

Procedure
Code Procedure Description

G0026 Fecal leucocyte examination

G0027 Semen analysis; presence and/or motility of sperm excluding Huhner

Q0111 Wet mounts, including preparations of vaginal, cervical or skin specimens

Q0112 All potassium hydroxide (koh) preparations

Q0113 Pinworm examinations

Q0114 Fern test

Q0115 Post-coital direct, qualitative examinations of vaginal or cervical mucous
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Appendix 3
CLIA Specialty/Subspecialty Codes

The Centers for Medicare and Medicaid Services (CMS), formerly known as HCFA, certifies laboratories by specialty/
subspecialty categories based on the complexity of the tests performed. The table below indicates the specialty/subspecialty
categories.

Specialties and Subspecialties
Codes and Descriptions

010 Histocompatibility

100 Microbiology
110 Bacteriology
115 Mycobacteriology
120 Mycology
130 Parasitology
140 Virology
150 Other

200 Diagnostic Immunology
210 Syphillis serology
220 General immunology

300 Chemistry
310 Routine
320 Urinalysis
330 Endocrinology
340 Toxicology
350 Other

400 Hematology

500 Immunohematology
510 ABO group and Rh type
520 Antibody detection-transfusion
530 Antibody detection-nontransfusion
540 Antibody identification
550 Compatibility testing
560 Other

600 Pathology
610 Histopathology
620 Oral pathology
630 Cytology

800 Radio Bioassay

900 Clinical Cytogenetics
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Appendix 4
Wisconsin Medicaid-Allowable Procedure Codes for

Independent Laboratory Services

Pathology and Laboratory Services

Service Procedure Codes
Type of
Service

Organ or Disease
Oriented Panels

80048-80090 5

Drug Testing 80100-80103 5
Therapeutic Drug
Assays

80150-80299 5

Evocative/
Suppression Testing

80400-80440 5

Consultations 80500-80502 3
Urinalysis 81000-81099 5

82000-83018 5
83020-83021 5, U, X
83026-83690 5
83715-83716 5, U, X
83718-83785 5
83788-83789 5, U, X
83805-83906 5
83912 5, X
83915-84160 5
84165- 84182 5, U, X

Chemistry

84202-84999 5
85002-85385 5
85390 5, U, X
85400-85557 5
85576 5, U, X

Hematology and
Coagulation

85585-85999 5
86000-86243 5
86255-86256 5, U, X
86277-86318 5
86320-86334 5, U, X

Immunology

86336-86849 5
Transfusion Medicine 86850-86999 5
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Pathology and Laboratory Services (continued)

Service Procedure Codes
Type of
Service

87001-87158 5
87164-87166 5, U, X
87168-87206 5
87207 5, U, X
87210-87904 5

Microbiology

87999 5, U, X
88104-88125 5, U, X
88130-88140 5
88141 X
88142-88155 5
88160-88162 5, U, X
88164-88167 5

Cytopathology

88172-88199 5, U, X
88230-88289 5
88291 X

Cytogenetic Studies

88299 5, U, X
88300-88319 5, U, X
88321-88329 3

Surgical Pathology

88331-88399 5, U, X
Transcutaneous
Procedures

88400 5

89050-89261 5
89264 5, U, X
89300-89321, 89350, 89360-89365 5

Other Procedures

89399 5, U, X
Special Services,
Procedures and
Reports

99000-99001 5

G0026-G0027 5

P2028-P3001, P9010-P9044, P9615 5

Q0111-Q0114 5

S3645-S3650 5

HCFA Common
Procedure Coding
System Codes

S3708 5, U, X
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Appendix 5
Wisconsin Medicaid-Allowable Place of Service and Type of Service Codes

for Independent Laboratories

Place of Service Code
Code Description

A Independent laboratory

Type of Service Codes
Code Description

3 Consultations

5 Diagnostic Laboratory (Total Charge)
HealthCheck Laboratory

U Diagnostic Laboratory
(Medical/Technical)/Ultrasound

X Diagnostic Laboratory (Professional)
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Appendix 6
HCFA 1500 Claim Form Completion Instructions

Use the following claim form completion instructions, not the claim form’s printed descriptions, to avoid denial or inaccurate
claim payment. Do not include attachments unless instructed to do so. Complete the elements listed below as appropriate.

Note: Medicaid providers should always verify recipient eligibility before rendering services.

Element 1 — Program Block/Claim Sort Indicator
Enter claim sort indicator “P” in the Medicaid check box for the service billed.

Element 1a — Insured’s I.D. Number
Enter the recipient’s 10-digit Medicaid identification
number. Do not enter any other numbers or letters.

Element 2 — Patient’s Name
Enter the recipient’s last name, first name, and middle
initial. Use the Eligibility Verification System (EVS) to
obtain the correct spelling of the recipient’s name. If the
name or spelling of the name on the Medicaid
identification card and the EVS do not match, use the
spelling from the EVS.

Element 3 — Patient’s Birth Date, Patient’s
Sex
Enter the recipient’s birth date in MM/DD/YY format (e.g., February 3, 1955, would be 02/03/55) or in MM/DD/YYYY
format (e.g., February 3, 1955, would be 02/03/1955). Specify if male or female by placing an “X” in the appropriate box.

Element 4 — Insured’s Name (not required)

Element 5 — Patient’s Address
Enter the complete address of the recipient’s place of residence.

Element 6 — Patient Relationship to Insured (not required)

Element 7 — Insured’s Address (not required)

Element 8 — Patient Status (not required)

Element 9 — Other Insured’s Name
Third-party insurance (commercial insurance coverage) must be billed prior to billing Wisconsin Medicaid, unless the service
does not require third-party billing as determined by Wisconsin Medicaid.

• When the recipient has dental (“DEN”) insurance only or has no commercial insurance, leave Element 9 blank.
• When the recipient has Wausau Health Protection Plan (“HPP”), BlueCross & BlueShield (“BLU”), Wisconsin

Physicians Service (“WPS”), TriCare (“CHA”), or some other (“OTH”) commercial insurance, and the service

Mother/Baby Claims
A provider may submit claims for an infant if the infant is
10 days old or less on the date of service (DOS) and the
mother of the infant is a Medicaid recipient.  To bill for
an infant using the mother’s Medicaid identification
number, enter the following:
Element 1a: Enter the mother’s 10-digit Medicaid

identification number.
Element 2: Enter the mother’s last name followed by

“newborn.”
Element 3: Enter the infant’s date of birth.
Element 4: Enter the mother’s name followed by

“mom” in parentheses.
Element 21: Indicate the secondary or lesser diagnosis

code “M11” in fields 2, 3, or 4.
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requires third-party billing according to the Coordination of Benefits section of the All-Provider Handbook, then one of
the following three other insurance (OI) explanation codes must be indicated in the first box of Element 9. The
description is not required, nor is the policyholder, plan name, group number, etc. (Elements 9a, 9b, 9c, and 9d are not
required.)

Code Description
OI-P PAID by health insurance. In Element 29 of this claim form, indicate the amount paid by health insurance to the

provider or to the insured.
OI-D DENIED by health insurance following submission of a correct and complete claim, or payment was applied

towards the coinsurance and deductible. Do not use this code unless the claim was actually billed to the health
insurer.

OI-Y YES, the recipient has health insurance, but it was not billed for reasons including, but not limited to:
√ The recipient denied coverage or will not cooperate.
√ The provider knows the service in question is not covered by the carrier.
√ The recipient’s health insurance failed to respond to initial and follow-up claims.
√ Benefits are not assignable or cannot get assignment.

• When the recipient is a member of a commercial HMO, one of the following must be indicated, if applicable:

Code Description
OI-P PAID by HMO. The amount paid is indicated on the claim.
OI-H HMO does not cover this service or the billed amount does not exceed the coinsurance or deductible amount.

Important: The provider may not use OI-H if the commercial HMO denied payment because an otherwise covered
service was not rendered by a designated provider. Services covered by a commercial HMO are not reimbursable by
Wisconsin Medicaid except for the copayment and deductible amounts. Providers who receive a capitation payment
from the commercial HMO may not bill Wisconsin Medicaid for services which are included in the capitation payment.

Element 10 — Is Patient’s Condition Related to (not required)

Element 11 — Insured’s Policy, Group, or FECA Number
Use the first box of this element for Medicare information. (Elements 11a, 11b, 11c, and 11d are not required.) Bill Medicare
before billing Wisconsin Medicaid.

Element 11 should be left blank when one or more of the following statements is true:

• Medicare never covers the procedure in any circumstance.
• The recipient’s Wisconsin Medicaid file shows he or she does not have any Medicare coverage for the service

provided. For example, the service is covered by Medicare Part A, but the recipient does not have Medicare Part A.
Services related to a diagnosis of chronic renal failure are the only exceptions.

• The non-physician provider’s Wisconsin Medicaid file shows he or she is not Medicare certified.
• Medicare has allowed the charges. In this case, attach the Explanation of Medicare Benefits, but do not indicate on the

claim form the amount Medicare paid.

If none of the above is true, a Medicare disclaimer code is necessary.

Appendix 6
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The following Medicare disclaimer codes can be used when appropriate:

Code Description
M-1 Medicare benefits exhausted. This code can be used when Medicare has denied the charges because the

recipient’s lifetime benefit, spell of illness, or yearly allotment of available benefits is exhausted. Use the M-1
disclaimer in these two instances only:

For Medicare Part A (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A.
• The recipient is eligible for Medicare Part A.
• The service provided is covered by Medicare Part A but is not payable due to benefits being exhausted.

For Medicare Part B (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B.
• The recipient is eligible for Medicare Part B.
• The service provided is covered by Medicare Part B but is not payable due to benefits being exhausted.

M-5 Provider is not Medicare certified. This code can be used when providers are identified in Wisconsin Medicaid
files as being Medicare certified, but are billing for DOS before or after their Medicare certification effective
dates. Use M-5 in these two instances only:

For Medicare Part A (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A but not for the date
the service was provided.

• The recipient is eligible for Medicare Part A.
• The procedure provided is covered by Medicare Part A.

For Medicare Part B (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B but not for the date
the service was provided.

• The recipient is eligible for Medicare Part B.
• The procedure provided is covered by Medicare Part B.

M-6 Recipient not Medicare eligible. This code can be used when Medicare denies payment for services related to
chronic renal failure (diagnosis code “585”) because the recipient is not eligible for Medicare. Medicare must
be billed first, even when the recipient is identified in Wisconsin Medicaid files as not eligible for Medicare. Use
the M-6 disclaimer code in these two instances only:

For Medicare Part A (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A.
• Medicare denies the recipient eligibility.
• The service is related to chronic renal failure.

Appendix 6
(Continued)
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For Medicare Part B (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B.
• Medicare denies the recipient eligibility.
• The service is related to chronic renal failure.

M-7 Medicare disallowed or denied payment. This code applies when Medicare denies the claim for reasons related
to policy, not billing errors. Use M-7 in these two instances only:

For Medicare Part A (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A.
• The recipient is eligible for Medicare Part A.
• The service is covered by Medicare Part A but is denied by Medicare Part A due to frequency limitations,

diagnosis restrictions, etc.

For Medicare Part B (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B.
• The recipient is eligible for Medicare Part B.
• The service is covered by Medicare Part B but is denied by Medicare Part B due to frequency limitations,

diagnosis restrictions, etc.

M-8 Noncovered Medicare service. This code can be used when Medicare was not billed because the service,
under certain circumstances related to the recipient’s diagnosis, is not covered. Use M-8 in these two instances
only:

For Medicare Part A (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part A.
• The recipient is eligible for Medicare Part A.
• The service is usually covered by Medicare Part A but not under certain circumstances related to the

recipient’s diagnosis.

For Medicare Part B (all three criteria must be met):

• The provider is identified in Wisconsin Medicaid files as certified for Medicare Part B.
• The recipient is eligible for Medicare Part B.
• The service is usually covered by Medicare Part B but not under certain circumstances related to the

recipient’s diagnosis.

Elements 12 and 13 — Authorized Person’s Signature (not required)

Element 14 — Date of Current Illness, Injury, or Pregnancy (not required)

Element 15 — If Patient Has Had Same or Similar Illness (not required)
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Element 16 — Dates Patient Unable to Work in Current Occupation (not required)

Elements 17 and 17a — Name and I.D. Number of Referring Physician or Other Source
Required for non-emergency services. Enter the referring physician’s six-character Universal Provider Identification
Number (UPIN). If the UPIN is not available, enter the eight-digit Medicaid provider number or the license number of the
referring physician.

Element 18 — Hospitalization Dates Related to Current Services (not required)

Element 19 — Reserved for Local Use
If a provider bills an unlisted (or not otherwise specified) procedure code, the provider must describe the procedure. If
Element 19 does not provide enough space for the procedure description, or if the provider bills multiple unlisted procedure
codes, the provider must attach documentation to the claim describing the procedure(s). In this instance, the provider should
indicate “See Attachment” in Element 19. Do not bill unlisted procedure codes through electronic billing. Unlisted procedure
codes are required to be submitted through paper claims submission.

Element 20 — Outside Lab?
If a laboratory handling fee is billed, check “yes” to indicate that the specimen was sent to an outside lab. Otherwise, this
element is not required.

Element 21 — Diagnosis or Nature of Illness or Injury
Enter the general code V72.6 for laboratory exams or the current International Classification of Diseases, Ninth
Revision, Clinical Modification (ICD-9-CM) diagnosis code for each symptom or condition related to the services
provided. List the primary diagnosis first. Etiology (“E”) and manifestation (“M”) codes may not be used as a primary
diagnosis. The diagnosis description is not required. Wisconsin Medicaid denies claims without the appropriate ICD-9-CM
diagnosis code.

Element 22 — Medicaid Resubmission (not required)

Element 23 — Prior Authorization Number (not required)
This field must be left blank. Do not enter a Clinical Laboratory Improvement Amendment (CLIA) number in this field.

Element 24A — Date(s) of Service
Enter the month, day, and year for each procedure using the following guidelines:

• When billing for one DOS, enter the date in MM/DD/YY or MM/DD/YYYY format in the “From” field.
• When billing for two, three, or four DOS on the same detail line, enter the first DOS in MM/DD/YY or MM/DD/

YYYY format in the “From” field, and subsequent DOS in the “To” field by listing only the date(s) of the month (i.e.,
DD, DD/DD, or DD/DD/DD).

It is allowable to enter up to four DOS per line if:

• All DOS are in the same calendar month.
• All services are billed using the same procedure code and modifier, if applicable.

Appendix 6
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• All procedures have the same type of service (TOS) code.
• All procedures have the same place of service (POS) code.
• All procedures were performed by the same provider.
• The same diagnosis is applicable for each procedure.
• The charge for all procedures is identical. (Enter the total charge per detail line in Element 24F.)
• The number of services performed on each DOS is identical.
• All procedures have the same HealthCheck or family planning indicator.
• All procedures have the same emergency indicator.

Element 24B — Place of Service
Enter the appropriate Medicaid single-digit POS code for each service. Refer to Appendix 5 of this handbook for a list of
allowable POS codes for independent laboratories.

Element 24C — Type of Service
Enter the appropriate Medicaid single-digit TOS code for each service. Refer to Appendix 5 of this handbook for a list of
allowable TOS codes for independent laboratories.

Element 24D — Procedures, Services, or Supplies
Enter the single most appropriate five-character Current Procedural Terminology (CPT) code. Claims received without
an appropriate procedure code are denied by Wisconsin Medicaid.

Modifiers
Enter the appropriate two-character modifier in the “Modifier” column of Element 24D. Please note that
Wisconsin Medicaid has not adopted all CPT, HCFA Common Procedure Coding System, or Medicare modifiers.

Element 24E — Diagnosis Code
Enter the number (1, 2, 3, or 4) that corresponds to the appropriate diagnosis code listed in Element 21.

Element 24F — Charges
Enter the total charge for each line item.

Element 24G — Days or Units
Enter the appropriate number of units, time units, qualifying circumstance units, or other services billed for each line item.
Always use a decimal (e.g., 2.0 units).

Element 24H — EPSDT/Family Planning
Enter an “H” for each procedure that was performed as a result of a HealthCheck (EPSDT) referral. Enter an “F” for
each family planning procedure. Enter a “B” if both HealthCheck and family planning services were provided. If
HealthCheck or family planning do not apply, leave this element blank.
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Element 24I — EMG
Enter an “E” for each procedure performed as an emergency, regardless of the POS. If the procedure is not an emergency,
leave this element blank.

Element 24J — COB (not required)

Element 24K — Reserved for Local Use (not required)

Element 25 — Federal Tax I.D. Number (not required)

Element 26 — Patient’s Account No.
Optional —  provider may enter up to 12 characters of the patient’s internal office account number. This number will appear
on the Remittance and Status Report.

Element 27 — Accept Assignment? (not required)

Element 28 — Total Charge
Enter the total charges for this claim.

Element 29 — Amount Paid
Enter the amount paid by other insurance. If the other insurance denied the claim, enter $0.00. (If a dollar amount is
indicated in Element 29, “OI-P” must be indicated in Element 9.) Do not enter Medicare-paid amounts in this field.

Element 30 — Balance Due
Enter the balance due as determined by subtracting the amount paid in Element 29 from the amount in Element 28.

Element 31 — Signature of Physician or Supplier
The provider or the authorized representative must sign in Element 31. The month, day, and year the form is signed must
also be entered in MM/DD/YY or MM/DD/YYYY format.

Note: The signature may be a computer-printed or typed name and date, or a signature stamp with the date.

Element 32 — Name and Address of Facility Where Services Were Rendered (not required)

Element 33 — Physician’s, Supplier’s Billing Name, Address, ZIP Code, and Phone #
Enter the provider’s name (exactly as indicated on the Wisconsin Medicaid provider’s notification of certification letter) and
address of the billing provider. At the bottom of Element 33, enter the billing provider’s eight-digit Medicaid provider number.
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Appendix 7
Sample HCFA 1500 Claim Form

1234567890P

Recipient, Im A.

609 Willow

Anytown WI

55555 XXX  XXX-XXXX

OI-P

V72.6

MM DD YYYY 3 5 85610    QW 1 XX XX 1.0

1234JED  XX   XX  XX  XX XX  XX

I.M. Referring Physician    11223344

MM DD YY X

I.M. Billing
1 W. Williams
Anytown, WI  55555I.M. Authorized MM/DD/YY 87654321
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